It is regrettable that although the incidence of fatal coronary heart disease on the other side of the Atlantic and in Australia is falling, the toll here, even if not increasing at the great pace of the 'fifties and 'sixties, is only just beginning to level off. Few of us can afford to be complacent, and we as paediatricians have a duty to sow the seeds of longevity in our patients. For these reasons it seems timely to review cardiovascular risk factors in children, not least with the admonitions of the Reith lecturer ringing in our ears about our lack of concern for preventive medicine.
Atherosclerotic disease begins early in life. Indeed already at birth there is a difference between the aorta of boys and that of girls which might suggest that testosterone is actually atherogenic.1
Perhaps we have to settle for these sex ratios of susceptibility but numerous studies have shown the importance of risk factors in adult populations and now is the time to look to an age group in which the disease is not already far advanced.
The way that cholesterol forces itself into the arterial wall is ultimately the crucial point to consider. Here the interactions of endothelial injury, platelet stickiness, and a leaky endothelium lead to invasion of the vessel wall by lipoproteins and other foreign substances. Repair then takes place and it seems that these repeated brief insults become cumulative over the years and bad luck or bad management leads to the final event of an infarct, by which time the individual needs not just a routine service to repair major damage but a whole new set of plumbing. Hypertension is an important risk factor and leads to more deaths from heart attacks and heart failure than from strokes. The earlier that a tendency to hypertension is detected, the better, but which of us can truthfully say that it is measured routinely in every single patient for whom we are responsible? Centile charts for blood pressure are available2 and should be used by paediatricians, especially by those working in community child health, just as we use centile charts for height and weight.
Blood pressure values run in families but they do so also in adopted children,3 so much the same arguments can be used for the contribution of genes and environment for blood pressure as for obesity. In our society, blood pressure levels increase with age and it is the exaggeration of this increase that we call essential hypertension. In 'no salt' cultures this fails to occur8 but the move of a saltless person to a salty land restores the liability to hypertension.9 Salt therefore, seems to be a pressor agent in everybody although mildly hypertensive subjects seem to be more reactive than non-hypertensive ones.10 The intriguing possibility that potassium may be a depressor agent'0 offers distinct possibilities for intervention, and more studies are needed. The mechanism by which it might be effective is far from clear since it seems that potassium alone can both raise the aldosterone levels and lower the blood pressure. This depressor effect of potassium has been found in the non-hypertensive sons of hypertensive parents but is absent in the sons of normotensive parents.7 Perhaps a lack of potassium is important to children with a familial predisposition to hypertension.
Hypertension and stress. There remains much of interest for the researcher, since the hormones of stress are legion and the mechanisms by which they could promote atherosclerotic change are many. It is true that the normotensive offspring of hypertensive parents have a higher neuradrenergic sympathetic activity but whether they would react differently, say, to an infusion of adrenocorticotrophic hormone or to other hormones of stress is unknown. I 
